Irradiation of the lung may lead to several complications including pneumonitis, pulmonary fibrosis, pleural effusion, and pneumothorax. The development of pulmonary hypertension is less well known and was not recorded in either of two recent reviews of the complications of radiotherapy.' 2 We report a case here.
given by linear accelerator in 55 exposures over eight weeks (tumour dose 3500 rads, given dose 2041 rads to the posterior mediastinum; given dose 2372 rads to the anterior mediastinum). A further 200 rads had been given to the left lower chest for a presumed metastasis arising in the scar area. She had remained well until the onset of syncope at the age of 12 years.
On examination she was small (height 153 figure) showed a normal right pulmonary artery but the branches to the left were small, spidery, and hypoplastic. The pulmonary veins from the left lung were underdeveloped. Follow-through to the left side of the heart and aorta was normal, and there was no evidence of a ventricular septal defect.
Comment
The pulmonary vasculature is sensitive to irradiation and, if the dose is sufficient, reduced perfusion on lung scans, pneumonitis, and late pulmonary fibrosis seen on chest x-ray films may develop.3 Irradiation in infancy also inhibits the proliferation of alveoli and pulmonary vasculature and considerably reduces the subsequent size of the lung and chest wall.4 Both these mechanisms were probably acting to produce the late development of pulmonary hypertension in this patient.
Information on the x-ray fields used in this case was not available, but the dose of irradiation was high and protracted over an unusually long period. The outcome emphasises that every attempt should be made, especially in children, to keep the dose and field of therapeutic irradiation to a minimum.
Peripheral oedema in patients treated with isosorbide dinitrate Isosorbide dinitrate is widely used to treat angina and increasingly to manage congestive cardiac failure.' Reported side effects are headache, flushing, and postural hypotension. I report three cases which suggest that it may also cause peripheral oedema. Case 2-A 69-year-old man was admitted with central chest pain. There was clinical and radiographic evidence of left heart failure but the jugular venous pressure was normal and he had no peripheral oedema. Electrocardiograms showed sinus rhythm and anterior subendocardial infarction. Cardiac enzyme activities were raised and renal and hepatic function normal. He
